V. JOHN D’SOUZA, M.D., F.C.C.P.

DIPLOMATE OF THE AMERICAN BOARD OF

INTERNAL MEDICINE AND PULMONARY DISEASE

576 STERTHAUS AVENUE, SUITE A

ORMOND BEACH, FLORIDA 32174

TELEPHONE (386) 677-7260

    FAX (386) 672-6194


PATIENT:

Celine, Sullivan

DATE:

April 12, 2023

DATE OF BIRTH:
05/14/1946

CHIEF COMPLAINT: Shortness of breath and past history of pneumonia with empyema.

HISTORY OF PRESENT ILLNESS: This is a 76-year-old female who has previously had pneumonia and recurrent bronchitis. She was admitted to Advent Hospital in October 2015 at which time she was noted to have a large left pleural effusion with left lower lobe collapse. The patient was treated for pneumonia and sepsis. She had to have a chest tube placed on the left and subsequently decortication was done and she recovered over a period of eight weeks the following that as been seen by a pulmonologist. She also has been treated for rheumatoid arthritis. The patient presently is breathing well. She has an occasional cough and mild dyspnea with exertion.

PAST MEDICAL HISTORY: The patient’s past history includes history for tonsillectomy in 1949, appendectomy in 1964, left chest empyema and pneumonia in 2015, history of recurrent bronchitis the last episode in January 2023 requiring hospital admission, history of rheumatoid arthritis for many years and she was recently was diagnosed to have hypertension as well.

ALLERGIES: PENICILLIN, ERYTHROMYCIN, CIPRO, SULFA, and ZITHROMAX.

HABITS: The patient smoked one pack per day for over 40 years and alcohol use none recently.

FAMILY HISTORY: Father had diabetes and complications. Mother died of a stroke.

MEDICATIONS: Synthroid 100 mcg daily, metoprolol 50 mg daily, amlodipine 5 mg daily, Nexium 40 mg daily, and prednisone 2.5 mg daily.

SYSTEM REVIEW: The patient has fatigue. Denies weight loss. She has vertigo and no hoarseness. She has no cataracts or glaucoma. Denies urinary frequency or flank pains. She has shortness of breath with exertion. She has occasional cough. No wheezing. She has reflux. No abdominal pain. Denies any palpitations or chest pains. No edema. No depression or anxiety. She has joint pains and muscle stiffness. Denies seizures, headaches, or memory loss. No skin rash.
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PHYSICAL EXAMINATION: General: This moderately overweight elderly white female who is alert, in no acute distress. No pallor, clubbing, or cyanosis. Vital Signs: Blood pressure 110/70. Pulse 68. Respiration 16. Temperature 97.2. Weight 197 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive. Sclerae were clear. Throat is mildly injected. Ears, no inflammation. Neck: Supple. No bruits. No lymphadenopathy. Chest: Equal movements with distant breath sounds and lung fields were clear. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and obese without masses. No organomegaly. Bowel sounds are active. Extremities: No edema or lesions. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Probable underlying COPD.

2. History of pneumonia and left pleural effusion.

3. Rheumatoid arthritis.

4. Hypertension.

PLAN: The patient has been advised to get a complete pulmonary function study and a chest CT without contrast. She was advised to use a Ventolin HFA inhaler two puffs t.i.d. p.r.n. A copy of her recent labs will be requested. A CBC, CMP, TSH was ordered, and a RA factor. The patient will come back for a followup visit in four weeks at which time I will make an addendum.

Thank you, for this consultation.

V. John D'Souza, M.D.
JD/HK/VV
D:
04/13/2023
T:
04/13/2023

cc:
Naomi Flock, M.D.

